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THF Sir Thomas and Lady Edith Dixon Lecture has been given by many
distinguished doctors in the past. It is a reminder of the great services of
Sir Thomas to medicine in his lifetime and of the continiued support of Lady
Dixon. I was deeply honoured by the invitation to deliver the lecture this year
and almost equally frightened by the title which Mr. Fraser asked men to use.
I wonder if anly doctor can have the presumption to predict the future of
medicine. I must perforce speak as a medical onlooker; my knowledge is all at
secondhand; and so I must refer rather to content of service and the way in
which service is to be provided than to the progress of medical science.
We all know that medicine is changing mlore rapidly than at any time in its
past history. The first and most im-ipressive part of that change is the rapid
expansion of the scientific paraphernalia that suirrounds medical practice. The
second is that the doctor has ccased to be merely a person to whomii a patient
goes when he is sick; he is beconming increasingly concerned with the maintenance
of health.
If the science of medicine becomes more complex, inevitably it requires more
heads to contain the full range of the scientific knowledge. A man can only
develop so much expertise, whatever his intellectual capacity. The more he knows
in depth the less can he be expected to understand in breadth. That does not
mean that the personal physician must forego all scientific knowledge or that the
specialist can retain no general comprehension of the medicine in which he is
expert in only a part. It does mean, of course, that the patient with some serious
medical condition will more often expect to see and perhaps be treated by
somebody with specialised knowledge. But the nmajority of illnesses are not
serious and the patient needs someonie who can deal with most of his ills and
who can choose the moment, should it arise, when he must be sent to a specialist
who possesses the particular knowledge and skill he needs. There is, moreover,
mluch to be done to preserve health by the primary prevention of disease and
by the early detection of its inception before serious harm has been done. There
must, therefore, be a doctor who is nearest to the individual who provides him
with most of the care that he needs and sees that he gets the right specialist help
if and when the time comes. Otherwise the patient is left to make a provisional
diagnosis for himself and choose a specialist accordingly.
There are countries where the diversification of specialisms has gone so far
that the general or personal physician has been almiost eliminated. There are
9other countries where specialism and general practice of a kind exist side by
side with very little contact between them. Where the patient is left to choose
for himself, he may canvass a whole series of medical opinions before deciding
where he will put his trust.
I shall now discuss what has been happening in Britain and where I think it
is taking our profession.
We have little statistical information about the pattern of medical care in
Britain in the 1930s. We know generally that in the teaching centres and sonme
of the larger towns in England and Wales, at least in the voluntary hospitals,
there were closed hospital staffs composed mainly of people with full specialist
training at least in the specialities of medicine and surgery. In most of these
centres some of the other specialties, particularly ophthalmology and ear, nose
and throat surgery, were also separate. Gynaxcology and obstetrics were not so
completely differentiated and anasthetics was a specialty which was very
commonly combined with general practice-or left to the last recruited resident.
Psychiatry was completely in the hands of specialists but they were concealed
behind high walls and played little part in the work of voluntary hospitals.
Tuberculosis for administrative reasons was a specialty by itself, but completely
divorced from general medicine, of which it should really be a part. Radiology
might or might not be a separate specialty and too often there was no more
than a service of radiography. Pathology was sometimes in the hinds of a
specialist but more often was a technician service under the general supervision
of a physician. Dermatology was commonly combined with general medicine;
neurology was only to be found as a specialty in a few main centres, particularly
London. Neuro-surgery, plastic surgery, thoracic surgery and radiotherapy, as
separate specialties, were hardly developed at all. Orthopaedic surgery was very
commonly part of general surgery. Physical medicine hardly existed as a specialty
and padiatrics outside the teaching centres was usually in the hands of general
physicians. This uneven development is clearly reflected in the age distributions
within the different specialties even now. One finds, for instance, the most rapid
build-up in anaesthetics.
The National Health Service greatly accelerated the development of specialist
services which had already quickened at the end of the war. We can only guess
at the increase between 1946 and 1949, but it may have been almost a fifth.
Accurate figures are available from the end of 1949 when there were 5,189
consultants in the hospitals in England and Wales and by the end of 1960 the
total was 7,292. Almost exactly half the increase has occurred in the specialties
of psychiatry, radiology, pathology, and anxsthetics, and only one-seventh in
general medicine and surgery. In 1949, of every 1,000 consultants, 270 were
working in general medicine and general surgery and 303 in those four specialties.
By 1959, only 236 in every 1,000 were working in general medicine (including
geriatrics) and general surgery, whereas in the other four specialties there were
365. That is, the share of general medicine and surgery has decreased by almost
an eighth, while the share of the other four specialties has increased by a fifth.
Proportionately, the increase in some of the smaller specialties was even greater.
10Neuro-surgery, neurology, radiotherapy, plastic surgery and thoracic surgery are
small, highly specialised fields of practice in which Regional Centres serving
populations of several millions are the rule. In 1949, forty-three out of every
1,000 consultants were working in these five specialties, whereas in 1959 the
number was fifty-seven, an increase of almost exactly a third.
This increase is paralleled by changes in admission rates to the different special
departments. The total of admissions increased by two-fifths in ten years, but
out of every 1,000 during 1949, 363 were to departments of general medicine or
general surgery and only 20 to the five smaller specialties, whereas in 1959 there
vere 339 out of every 1,000 to general medical and general surgical beds and
30 per 1,000 to the four smaller specialties, the share of general medicine and
general surgery had fallen by one-fifteenth, whereas the share of the five smaller
specialties had increased by a half.
I have used these figures only to underline the way in which changes which
were already apparent thirty years ago have been carried forward more swiftly
under the National Health Service. This is not a pattern of change initiated by
the National Health Service, it is not peculiar to it in any way. It is to be seen
in other countries as well as in Britain, sometimes, indeed, carried a good deal
farther. The National Health Service does permit the active promotion of the
process where necessary and that means that the real benefits are made general
and not local to the big cities. But we are seeing the further progress of a change
which is both a cause and an effect of the advance of medicine, and not an
artificial development introduced by administrative process. I want to suggest
to you that these changes are by no means complete and are, in fact, still
continuing.
There are some changes in the opposite sense due to the control of
communicable diseases. Patients with infectious diseases are now usually in the
care of specialists in general medicine or in pxdiatrics. The specialty now called
diseases of the chest was identifiable at the beginning of the Service much more
readily as "tuberculosis." The chest physicians who entered the National Health
Service were, in the main, the former Tuberculosis Officers of Local Authorities.
The importance of tuberculosis as a cause of morbidity or death has rapidly
diminished in the last ten years. The number of deaths in 1960 was less than a
fifth of that in 1950, and the number of new cases of pulmonary tuberculosis
notified was less than half. Consequently, chest physicians have, in that decade,
broadened their interest in other diseases of the lungs and at the same time have
come a great deal closer to general medicine, of which they really form a part.
The specialty of diseases of the chest is not likelv to merge wholly into that
of general medicine. It is an example of the change which is now beginning
to become more evident in general medicine, general surgery, and some of the
other main specialties. The position of cardiology is becoming more like that
of neurology in relation to general medicine. No region is really adequately
served unless it has one or more cardiological departments in its main centres.
The growth of cardiac surgery has made it imperative that there should be more
rapid development in the medical specialty of cardiology. The accurate fore-
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Dknowledge of the condition that will be found at operation and the careful
preliminary assessment by the cardiologist matters at least as much as surgical
skill. Moreover, the surgeon is powerless without the assistance of the anaesthetist
specially experienced in this field of work.
Wherever the more complex techniques emerge in medical and surgical
specialties, so small grou.ps or teams develop a special expertise which becomes
indispensable to the correct management of major disabilities and also special
departments which are consultative and so exert a wider influence. We see this
most obviously in the emergence of cardiological departments or the like in
general medicine, the special gastro-enterological clinics that have developed
in a few places; padiatric; surgical; and urological departments at the expense
of general, surgery; the participation of the psychiatrist directly in the care of
patients in general wards; the partial emergence of a specialty of rheumatology;
the special clinics for diabetes or for the anaemias or migraine.
This work seldom becomes so.sharply defined that all cases are referred to
a special clinic or to a particular individual. The district general hospitals which
are to be the basis of our hospital service in Britain in future will each be
served, not by one physician but by a group and the probability is that within
that group a pattern of specialisation will emerge, not rigid but playing a steadily
increasing part in the division of medical responsibility. Specialisation in general
surgery may well develop even farther.
This development of sub-specialisms is likely to be found wherever the district
general hospital exists, but there is. more than that. Some limited special kinds of
medical work are likely to be directed to particular centres where facilities can
be provided for them. We already have a number of examples of this kind.
For nearly ten years now, in the Newcastle region, there has been a deliberate
attempt to concentrate the. management of all cases of haemolytic disease of the
new-born at centres where special facilities exist. Most of this work was developed
initially in Newcastle, but Carlisle, Middlesborough, and Sunderland now play
similar parts. The essential feature is that women known to be sensitised to the
Rh antigen should be confined where facilities for exchange transfusion in the
new-born are available, and where paediatricians with experience in the manage-
ment of severe cases of haemolytic diseases have a better chance of saving the
baby than can be offered by the maternity unit where the number of such cases
seen in any year is small.
The major conditions requiring immediate surgical intervention in the new-born
also require concentration. The neo-natal surgical unit, which has been operating
in Liverpool, for instance, for the last five or six years, and the pxdiatric surgical
departmeints in other centres which draw neo-natal surgical cases from a wide
area, have shown quite clearly that in these circumstances one can hope for more
satisfactory results with, for instance, such conditions as tracheo-cesophageal fistula
than can be obtained in the ordinary pxdiatric department, where the general.
surgeons and the nursing staff do not see enough of these cases to acquire. the
same expertise. The same process occurs in the development of some of the other
specialties, for instance, no neurosurgical centre is complete unless it is a combined
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neuroradiologist and a neuropathologist and antisthetists specially experienced in
neurosurgical work. Surgery of the open heart, needing perfusion techniques,
is not to be lightly undertaken in every thoracic surgical unit. It requires a
special team of surgeon, an-xsthetist, clinical physiologist, cardiologist and, not
least, pump technician carefully practised in animal surgery in the first instance,
before successful results can be expected in using these techniques in man. Most
of these conditions are, of course, uncommon, but hamolytic disease occurs
in about one in 200 births and that means approximately 4,000 of these babies
to be treated in a year in England and Wales, perhaps one-half to one-third
needing exchange transfusion.
Our returns at present list 26 departments or specialties. I am not suggesting
to you that that number will be greatly increased in the returns for 1970. I do
suggest that concealed within these gross figures there will, by then, have emerged
a considerable further element of specialisation; that diseases of the lungs will
be more completely in the hands of chest physicians who may, nevertheless,
by then be listed with the general medical group; that cardiological departments
will be dealing with nmore of the heart disease-; that the medical staff of
pathological departments will consist not of general pathologists, but of people
who are each expert in hoemotology, chemical pathology, morbid anatomy or
hamatology; that the anesthetists of a hospital will not be a sort of taxi service
with the surgeon calling up the next one on the rank, but a group amongst whom
there will be some differentiation of special skills; that the surgery of the
new-born and, indeed, a good deal of the surgery of infants will be done by
specialists in ptdiatric surgery; that the traumatic and orthopxdic surgeons will
be sharing the care of major trauma with neurosurgeons, plastic surgeons and
thoracic surgeons, much more than they do now; that the treatment of serious
burns will be concentrated, as it has been already, in a few areas; that the specialty
of physical medicine will have become much more generally used (one of the
largest regions in England and Wales has only one consultant in physical medicine
at the present time); that amongst the ophthalmic surgeons there will have
emerged a few ophthalmic physicians and that in ear, nose, and throat surgery
the care of the very deaf child will have become the recognised responsibility
of some of the otologists specially interested in the subject, though they also will
do general otological work.
The diagnostic departments are already key areas in any hospital. They will
be larger and even more influential ten years hence.
A part of this process of further differentiation of sub-specialties will, I hope,
be a greater interdependence among the members of hospital staffs. The
organisation of medical care in British hospitals differs shalrply from that of the
continental hospitals, perhaps the pattern in England and Wales differs even
from that in Scotland in the extent of individual freedom of specialists. We do
not have in England directors of surgery or chiefs of very large departments
who control other specialists working under them. In theory every consultant
with clinical charge of beds is entirely independent amongst his colleagues. To
13my mind that is desirable if it is not carried too far. An hierarchial pattern is
apt to put the slower moving, older brains too much in control. WVisdom and
experience must have their influence, but hospital medicine and surgery should
not be wholly given over to conservatism. Nor, on the other hand, should they
be given over to anarchy; sometimes our present position almost approaches that.
The process of sub-specialisation must involve a greater degree of collaboration
amongst the people working in a whole specialty. There is room for a great deal
more consultation between the staffs of one hospital. It is essential that there
should be a closer examination of results, a corporate examination in which the
clinico-pathological conference, the clinical denmonstration, the departmental
meeting all have a part. Not the least impressive part of these conferences in
good American hospita!s is the part juniors play in them. I shall have something
to say shortly about the importance of keeping the general practitioner in touch
with the scientific medical work of hospitals. It is at least as important that
hospital staffs should be fully in touch with each other and should subject their
own wvork to critical evaluation and comparisons. We are far too self-satisfied
in this respect. Even obstetric work, in which the ten years of the Maternal
Deaths Enquiries have stimulated a closer examination at least of those cases in
which a major error may have occurred, shows far too few examples of regular
scrutiny such as, for instance, is organised in the Oxford Region on an area
departnment basis. Manchester is the only hospital region which produces a
consolidated statistical return; but this is not a matter of statistics, it is a matter
of reviewing clinical work much closer to the individual case.
This is perhaps the place to mention research if only to dismiss it as outside
my scope. The volume of research within clinical practice must surely increase.
The advances in diagnostic and therapeutic methods and especially in chemistry
and pharmacology, will inevitably draw more doctors into clinical trials and
studies of some kind. Moreover, research as a stimulus must be present at all
levels in clinical practice and it has been shown in the recent work of the College
of General Practitioners how important is the spur of the enquiring mind in
raising the level of clinical work in and out of hospital or laboratory.
So far I have been talking about the established consultant grade in hospital
work because, apart from the S.H.M.Os., those are the only doctors in their
permanent place in hospital. Consultants and S.H.M.Os. number roughly one
out of five of the actively practising doctors in Great Britain. The number of
doctors of senior registrar rank and below, including those in pre-registration
house officer posts working in hospitals, number almost the same, one out of
five of all doctors in active practice. There are, of course, general practitioners
working part-time in hospital also, but their exact number is not known, and
thev probably do not contribute more than about 4 per cent. of all the time
available from doctors in hospital. Yet the number of individuals wholly or
mainly engaged in general practice certainly exceeds the total of hospital medical
staff even allowing for the equivalent contribution in medical time made by
general practitioners to hospital work. The number of principals in general
practice is a little more than two out of every five of the doctors in active
14practice, and when the assistants, including trainees, are added to the total,
general practice does absorb approximately five out of eleven doctors. This means
that at present few doctors are established in their permanent field of practice
by the age of 30 and many wait a good deal longer. At any given moment the
doctors in permanent hospital practice as consultants or S.H.M.Os. are slightly
less than half the doctors permanently established in general pract'ice. And the
number in the consultant grade is rather more than one-third of the number of
principals in general practice. This last ratio has changed appreciably in the last
ten years with the number of consultants slowly gaining upon the number of
principals in general practice. In the same period the number of junior medical
staff in hospital has probably increased by as much as a half.
We must also recognise the increasing part played by professions associated
with medicine, from the nuclear physicist or the expert chemist to the chiropodist.
Much of the increased service in diagnostic departments depends largely upon
skilled technicians working with doctors; there are too few of them, yet their
numbers have increased by 50 per cent. Much so-called technical nursing
consists of work which doctors would otherwise have to do. Social workers and
health visitors give invaluable help to medicine. Indeed medicine is no longer
effective if it relies on doctors alone and we need to recognise and respect the
contribution others make to medical care much more than we sometimes seem
to do.
In the last dozen years substantial changes have been taking place, in the
organisation of general practice in Britain. At the beginning of the service
perhaps three out of seven general practitioners were in single-handed practice.
By 1960 the number of doctors in single-handed practice had fallen by a fifth
and the proportion of single-handed practitioners in the total was just under
30 per cent. There is also a very striking age difference in the distribution of
doctors between single-handed practice and partnership. Of just over 3,000
doctors in practice as principals and aged under 35, only one in seven is in
single-handed practice, whereas between the ages of 35 and 44, one out of four,
between the ages of 45 and 54, one out of three, and between the ages of 55
and 64, two out of five are in single-handed practice. Of 929 doctors who
entered general practice as principals in the year ended the 1st July, 1960, 775
entered as partners. And of those who were under 35 at the time of entry more
than 90 per cent. joined partnerships.
This steady movement away from single-handed practice has been given
financial encouragement since the settlement of general practitioners' remunera-
tion in 1952. Since then there has also been a system of interest-free loans
through which assistance can be given to provide group premises for the practice.
There is no doubt that with or without interest-free loans the physical facilities
for general practice have been steadily improved over the last decade. And
although Health Centres are still few in number they also have made a small
contribution to this. It is clear then that in the last decade general practitioners
have been moving steadily away from single-handed practice. Of course there
still remain some who prefer to work independently; but the recent graduate
15clearly does not. It seems very likely that this process will continue and indeed
important that it should.
The British pattern of group practice is completely different from the North
American. Our groups consist of general practitioners, some of whom may have
particular interests but none of whom seek to be recognised as specialists. The
usual pattern of groups in North America is one of a combination of specialists,
with perhaps a small number describing themselves as general physicians, and
their number also has been increasing. If these British groupings were no more
than a method of obtaining relief fiom the round-the-clock burden of general
practice they would be a convenient, even necessary, device of organisation
but would not necessarily contribute anything to the quality of medical care.
The group of doctors who share premises, who meet regularly for incidental
as much as for planned discussion of their clinical work, who exchange the
product of their reading and who pass on their own immediate experience and
the information that they must constantly be receiving from a wide variety of
specialist colleagues have a far more important gain from the pooling of
knowledge. Moreover, in the ordinary process of relieving one another for
time off or holidays, each must begin to know something of the patients in the
others' practices. They are able to combine to provide well-arranged premises
at smaller cost to themselves and to employ ancillary help usually secretary-
receptionist, but sometimes including a nurse, a social worker or even a
physiotherapist.
Though the groups in Britain are not of specialists, there often is within the
group development of special interests. A group that consisted of four or five
entirely similar people would be far less effective than one that was made up
of people with dissimilar professional experience and interests. One of the oldest
groups I know, using premises adapted some thirty years ago, includes members
with special interests in pathology, psychiatry, midwifery and pxdiatrics, and
two of its members have part-time clinical assistant appointments at a local
hospital. They have centralised records, well supervised by an experienced
receptionist; they operate an appointments system for consultations and they
meet regularly for discussion of difficulties. They pool a collection of journals
and, though they are a long way from any medical library, they are thus by
no means cut off from medical literature. The physical and economic advantage
to practice would justify this kind of grouping, but the intellectual stimulus
and the mutual support in their work must be far more important to members
of the group.
The group practice loans scheme has now been operating for nearly ten years;
it has made available over a million pounds in interest-free loans, and until last
year this was all provided from the central pool for general practitioners'
remuneration, though now the Exchequer contributes. It has been the outstanding
financial contribution of the profession toward the betterment of its methods;
the cash value alone would be equivalent to an annual contribution of £5 from
each general practitioner. The rest of us should not forget that one branch
of the profession voluntarily did this. Nearly one in twenty of all general
16practitioners works in a group which has had or is about to have the benefit
of such a loan.
More recently a new factor has arisen. In 1954 the Medical Officer of Health
of Oxford, at the request of a local group practice, agreed to second to them
a health visitor to work with the practice, rather than in an area as is the usual
pattern of local health authority work. That arrangement still continues and the
health visitor has not only proved of the greatest assistance in the running of
the practice but she has also been enabled to do her own work more effectively.
More recently two groups of general practitioners in Winchester made similar
requests to the County Medical Officer for Hampshire and this method of
organisation has now been extended through much of the county. It is a relation-
ship similar to that of the District Medical Officer and Public Health Nurse in
Sweden. It does not mean that the other professions working in the domiciliary
field are being made over as pairs of hands to general practitioners. It means
that members of two professions have come to work together. We have been
talking for a long time about a home care team. This is the home care team,
with general practice as its focal point and the supporting services arranged in
the most convenient way for them and for the practice. It is no more than
recognition that doctor and nurse or doctor and midwife each contribute part
of the care for the same patient. They have always done this in hospital and it
is only commonsense that they should now be doing it in the home. We have
been deterred for too long by the fact that local authority services are tradition-
ally organised within geographical boundaries. We have suddenly begun to realise
that function is more important than geography.
Many local health authorities who had been seeking for ways of linking the
work of their staffs with that of general practitioners are now accepting that
what appears to be a very radical change is in fact no more than a sensible
re-arrangement of the work of their staff, so that it can be done better and with
economy of effort as a result of direct association with the doctors. We are just
in the process of shaking up the pattern and perhaps many, in general practice
and in public health, still need to be convinced that it is right to do so. But
I believe that in the course of the next decade it will have become almost
completely re-shaped, and we will have groups of doctors each working with
one or more nurses or health visitors, midwives or social workers of the local
health authority in providing care for one group of families. Of course there
will still be exceptions, but I believe that that will be the normal pattern of
practice.
If this is the organisation of medical work outside hospital wvhat do we expect
it to do? At this moment for every 100 of the population, one is in hospital.
In the course of the year nine of them will be in hospital, and about 500 to 550
services will have been given by doctors to the 100 people, excluding in-patient
hospital care. Only about one-fifth of those services will have been in the
casualty or out-patient department of the hospital, the rest will have been
provided by general practitioners at surgery attendances or in the patient's oxvn
home.
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FA great deal of nonsense has been talked about the way in which general
practitioners are said to have unloaded their work on to the hospitals under the
National Health Service. There is no evidence at all that there has been an
increasing tendency to do this. In 1949 there were 36,000,000 and in 1960
41 millions attendances at casualty and out-patient departments. But when one
examines what the increase was, one finds that about a fifth of it was in depart-
ments of traumatic and orthopxdic surgerv, and we know that accidents requiring
admission to hospital have increased also. That would imply a substantial and
justifiable increase in attendances at casualty departments. Another quarter of a
million additional attendances were made at out-patient clinics for chest diseases
and much of this represents better ascertainment and follow-up of contacts of
tuberculosis. An additional million attendances were at ante-natal clinics, another
service that needed to be increased quite aside from the increase in births that
has taken place. The 4 per cent. increase of population would have justified a
large part of the remainder. As I have already indicated the greatest proportional
increases in hospital work have been in the more highly specialised departments;
not at all the sort of work which should be done in general practice. True,
there are patients who attend casualty departments for conditions their own
doctors canl easily treat, but that is not mainly the doctor's fault, as a report
from Guy's has recently shown. In sum all the services that could properly be
considered getneral practitioner work vould not add more than two or three
items a week to each practitioner's work.
We know that in the first three years of the Health Service there was an
increase of the order of 17 per cent. as compared with the period before the
Health Service in the consultation rate, including consultation with general
practitioners and visits to out-patient or casualty departments, but not in-patient
care. We also know that this increase was mainly amongst children, women, and
old people, just the groups which might have gone short before. Of course some
of the calls on doctors' time are frivolous; that was true under the National
Health Insurance system before the National Health Service began, but there is
no evidence that such demands are increasing now.
The General Register Office enquiry found that rather more than a third of
males and rather less than a third of females did not consult their doctors during
the year at all; so that men who did see their doctors saw them on the average 5.3
times in the year and women 5.8. Just under half of those who had illness had
only one such illness. And just over a quarter had two illnesses. About 4 per cent.
of men and 6 per cent. of women saw their doctors for more than four separate
conditions in the course of a year. Nearly a quarter of all consultations were for
respiratory diseases and they accounted for two-fifths of the patients consulting
the doctor. Various mental conditions accounted for about 5 per cent. of the
consultations and a rather larger proportion of the persons consulting. These
conditions were about twice as frequent amongst women as amongst men, and
most of them were psychoneurotic conditions. The ill-defined group, which
accounted for about a sixth, must include some conditions of no great moment.
18These practices were, of course, selected, but one must take the list as a whole
and it does not convey an impression of medical practice devoted to irritating
minor matters of no great benefit to the patient and of no real interest to the
doctor. It does provide evidence of the treatment of a substantial number of
serious conditions and particularly of the long-continued treatment of some of
the more disabling chronic diseases in older people. The consultation rate for
persons in the age group 65 and over was 6,194 consultations per thousand of
the population in that age group, and about a quarter of these were for serious
cardiac or vascular conditions, one out of nine for bronchitis and 2 per cent.
each for pernicious anaxmia and diabetes. This may add up to a great deal of
repetitive work with infrequent variations, but it is all important work to the
patient and it does require medical care and skill. It is of the essence of general
practice that in the middle of this continuous attention to a relatively small
range of ordinary conditions, the doctor must be constantly on the alert for the
unusual which he may manage himself or refer for specialist attention. At the
other end of the age range, along with the many minor infections, there is the
occasional urgent problem such as the diagnosis of otitis media in an infant.
Or the dramatic and unexpected occasion as, for instance, the patient with small-
pox who walks into the general practitioner's surgery, as happened in West
Bromwich on 30th December last year. That last diagnosis was made by the
general practitioner of a condition he may never have seen before in his life,
and because he called in the appropriate help, the apparatus of prevention
functioned and spread of a deadly disease did not occur. We have just had five
separate importations of smallpox, and I have been astonished by the promptitude
with which this unfamiliar disease has been suspected.
Touching briefly on another aspect of family practice, midwifery, it is some-
times suggested that the general practitioner is being progressively excluded from
this work. This is totally untrue. In 1960 over 245,000 obstetric cases were
booked by doctors for delivery at home, and over 102,000 for delivery in
hospital under his care. The numbers of labours at home actually attended by
the general practitioner did not increase !between 1953 and 1960, although the
number of patients booked had nearly doubled. In the same period the number
of maternity patients for whom general practitioners were responsible in hospital
had more than doubled. There had undoubtedly been a great increase in the
amount of ante-natal work done by general practitioners in this period, and it
is not really important that they were not undertaking the mechanical work
of the deliveries. The general practitioners were accepting responsibility for the
medical care of the patients, and over these years the maternal death rate was
halved and the stillbirth rate and the neo-natal death rate were substantially
reduced. The doctors' contribution to maternal care is in fact more medical
than obstetric. It is by intensification of ante-natal care as much as by the
provision of specialised assistance for the smaller number of cases that go wrong
in labour, that we may expect improvement. It is time we ceased arguing about
which of the three-midwife, general practitioner, and obstetrician-should
assume full charge of the pregnant woman. Each of these professional workers
19has something to offer. The general practitioner is to some extent at risk for
every expectant mother in his practice even though she may have been booked
for a hospital confinement. The consultant obstetrician is equally to some extent
at risk for every expectant mother in the area his unit serves, even though she
may have been booked for home care, for in emergency he may have to do
h-he vital life-saving job. The midwife is the person who fills in the gaps in
ante-natal care by her home visits, who is closest to the woman herself, and who
provides most of the physical attendance at delivery whether the patient is
delivered in hospital or at home. If the three worked together on an agreed
common plan, each contributing an appropriate part of the total care, we could
be well on the way to making a further substantial reduction in the maternal
death rate and saving a great deal of morbidity that does not cause loss of life.
As has been indicated earlier, general practitioners do not deal only in trivial
conditions. The new anti-bacterial drugs of the last fifteen years have made it
possible to treat at home all but a small minority of patients with pneumonia.
These drugs used by the general practitioner have, for instance, greatly reduced
the need for mastoidectomny in children in hospital, and they have made possible
the treatment of acute otitis media and the reduction of chronic ear disease in
consequence. Others of the new drugs such as anti-coagulants and cortico-
steroids may be required for long-term treatment under regular laboratory
control. The management of diabetes or of pernicious anomia may require
intermittent guidance from the specialist, but is mainly in the hands of general
practitioners, again with some laboratory assistance.
All general practitioners have or should have access to diagnostic facilities,
both pathological and radiological. The range required is not great, but it is
important both as an aid to diagnosis and for the proper control of the more
powerful drug treatment that is now available. General practitioners may vary
much in the extent to which they call upon these services, but the younger
doctors who have been trained to use them in hospital work make proportion-
ately greater use of them and this will go on. Not only should they have the
right to receive reports from diagnostic departments, but they should have the
opportunity of discussing results with the medical specialists concerned. It is
wholly fallacious to maintain that this is a burden the diagnostic departments
cannot bear. Studies in Norwich and Cambridge showed that there was indeed
no more increase during the period after these services were made available to
general practitioners than might have been expected had they not been so
extended. There is less likelihood that the general practitioner will use them
wastefully than that some of the young and inexperienced junior medical staff
of hospitals will do so.
The domiciliary consultation has made an opportunity for general practitioners
and specialists to meet in the patient's home. This is an opportunity that is not
taken as regularly as it might be, but it would be quite wrong to blame the
general practitioner alone for that. It is not easy to make free times for both
types of doctor coincide and the general practitioner can no more be at the
beck and call of the constultant than the constultant can always be available at
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domiciliary consultations took place in England and Wales in 1959, that is about
15 for every general practitioner. Those 15 are not distributed evenly round
the year, but it should not be impossible to arrange a mutually convenient time
in most cases.
Equally it should be possible to arrange for general practitioners and consultants
to discuss management of some of the patients admitted to hospital. This is usually
shruigged aside as impossible in the time available, under the impression that
numbers are prohibitively large. In fact about 1 per cent. of a general practitioner's
patients will be in hospital at any one time, that is 22 or 23 from an average list.
Of that number not more than about eight will be in acute wards, and not all
of the eight will require serious discussion. In the course of a year about 200
admissions will occur from the average practice, and perhaps a third of those
will be for elective surgery of one kind or another.
The future district general hospital will make this kind of follow-up much
easier, but it must be accompanied by a recognition of the importance of contact
between the specialist and the general practitioner. The patient is not wholly
taken from the responsibility of the general practitioner when he is in hospital,
he has had preparatory treatment and he will require after-care and the hospital
doctors ought to look upon the general practitioner as their partner in providing
the total care for the illness.
The most rapid recent advances in the application of science to medical practice
have been in chemistry and pharmacology. Apart from some endocrine prepara-
tions, nearly all the effective drugs twenty years ago were given for anti-bacterial
or symptomatic effects; and their performance was judged by clinical or
bacteriological methods. The drugs available now are infinitely more potent and
require much more accurate monitoring by chemical or other means. Even the
evolution of surgical technique is dependent on anxsthesia and physiological and
chemical control. Diagnostic skill itself is beginning to require as much the
ability to collate the results of laboratory, radiological or electronic tests as
clinical acumen. By medical or surgical means, it is possible to produce
modifications of the human physiology that require as much more instrumental
control as does flying a modern aeroplane. compared with its counterpart of
the early 1920s. Medicine which relies solely upon clinical judgement is as
outdated as flying a plane "by the seat of your pants." For example, the modern
artificial respirator controlled by continuous oximeter readings and CO, esti-
mation has revolutionised the prognosis in respiratory paralysis from poliomyelitis.
And yet this must be reconciled with the fact that the patient is a person, not
just a convenient envelope for body fluids for analysis.
This brings me to the principal reform which seems to me to be necessary
in the future evolution of medical care. This is the establishment of a proper
relationship between the specialist section of the profession and the rest. The most
important part of this is the relationship with general practice, which now
receives the least attention. But the relationship between specialists and their
juniors is also of great importance. At present British hospitals are staffed as if
everyone below consultant rank was aiming to achieving it. The junior staff
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Gorganisation is devised for the training of specialists. Not more than one in four,
and possibly less, of all the doctors who qualify will become a consultant. We
must re-organise the pattern of junior staffiing so that it gives an opportunity
for the further training of all new graduates in a way that will help their
permanent career. The point is discussed in the Platt Working Party Report.
What is needed is the acceptance of responsibility in each hospital group for
supervising and assisting the young doctor to obtain the further experience that
he needs; to see that the recently qualified practitioner gets a reasonable range
of experience to fit him either for subsequent specialist training or for whatever
other form of medical work he wants to adopt. There may not be a great deal
of time to spare, but ingenuity can do much with what there is. There should
be organised facilities that help him to continue to learn. There should be no
more talk about ladders. There must be selection based on aptitude and ex-
perience for consultant posts, but many of the best graduates also enter general
practice and all need organised preparation. Sir George Pickering's recent
address to a conferenice organised by the Nuffield Provincial Hospitals Trust and
the conclusions of that conference deserve our attention.
In many hospitals there are neither libraries, organised teaching, clinico-
pathological conferences nor demonstrations in diagnostic departments or in the
wards. The grand rounds of the better Americani hospitals are virtually unknown.
If the qualitv of British medicine is to continue to be equal to the technical
advances in medical science, the aim must be for the doctor, after qualification,
to retain the habit of learning and to have access to the opportunity of continuing
study. No one can learn medicine at his school and then stop, if he is to remain
an effective doctor even for a year.
It is relatively easy, as the hospital doctor becomes more senior, for him to
continue to exchange information with his colleagues and to use the oppor-
tunities of reading and of discussion that hospital life provides. It is not easy
for the general practitioner to do this. The district general hospital of the future
ought to be a focus of scientific medical work for the whole area. It will not
control all medical service, nor be the sole repository of medical knowledge
and experience, but it does provide the opportunity to maintain the scientific
side of medicine throughout medical practice in the area. It should be organised
to do this and to give facilities not only to the staff working within the hospital
but also to the practitioners in the area. General practitioners should be welcomed
in the hospital, should be provided with library facilities, opportunities for
consultation with those in the diagnostic departments and opportunities of meet-
ing their specialist colleagues. This is not a matter which should be left to
registrars or even less senior grades in the hospital. It is desirable, of course, that
these younger men should be able to meet their seniors in whatever branch of
practice, but it is quite wrong that specialists should feel free to leave to their
juniors alone the contact with the general practitioner. The specialist has much
to learn, he is a receiver as well as a giver in this contact. The fact that this is
sometimes difficult is not sufficient reason for leaving it undone.
So far I have been talking almost entirely about curative medicine and that
part of the functions of local health authorities that is concerned with providing
22supporting services for general practice. Preventive medicine is certainly not
falling into the background. The traditional pattern of public health work, the
prevention of comnmunicable disease and the care of environmental hygiene may
not be closely linked with hospital practice, but it is closely associated with
general practice at least in so far as the prevention of communicable disease is
concerned. Primary prevention of communicable disease by immunising pro-
cedures is an accepted part of medical practice now, but it is not a well-organised
part. We have had too many episodic campaigns against individual diseases,
smallpox, diphtheria, whooping cough, poliomyelitis and even tetanus; we are
only now beginning to propound a systematic course of prophylaxis for the
child, with planned doses of different prophylactics given in a way calculated
to reduce the number of injections that are required. Moreover, some of the
other virus infections, notably measles and infectious hepatitis, may soon be
controllable. We want all children to be protected in this way and the best
chance of securing this is for the public health workers to collaborate with
those in general practice to obtain it. This primary prevention is a relatively
simple matter, but there is emerging a new field of preventive medicine in which
those in clinical practice have a larger part to play. In North Amlerica we have
seen the evolutioin of progranmmes for screening whole populations by one or
perhaps by a whole series of laboratory, radiological or electrocardiographic
procedures. This sort of campaign, like the old imnmunisation campaigns, is far
too intermittent to be consistently effective. Whether the routine check-up
beloved of North American medicine will ever make a major contribution to
the maintenance of health is uncertain. It has been tried extensively in preventive
nmeasures in childhood, it is certainly effective as ante-inatal care, but the ex-
perience of the school health service does not suggest that it is likely to prevent
a great deal of morbidity amongst adults. There are, however, certain chronic
diseases which might be detected early by relative simple screening processes.
The earliest, of course, are the congenital abnormalities. Congenital deafness
can be detected by quite simple tests such as a health visitor can enmploy to pick
out the small minority requiring more accurate testing at ain age whein the infant
would normally begin to hear and use his hearing, and the child born deaf can
best benefit by auditory training with a hearing aid. This is only the sinmplest
example of a congenital abnormality in which early detection promises the best
result. There are others from the tracheo-aesophageal fistu!a, which nmust be
detected at once if the child is to survive, to the congenital heart disease which
can be subjected to surgery when the child is several years older. There are also
in later life degenerative or malignant diseases and even some communicable
disease for which earlier detection is needed. The importance of mass radiography
for the detection of tuberculosis is declining, buLt readily available miniature
radiography is ani important method of detecting carcinoma of the lung in its
earlv stages. There are other forms of malignant disease wvhere early detection
can lead with greater certainty to effective treatment. Cytological methods of
detection of carcinoma of the cervix uteri are believed to have reduced the
incidence of invasive cancer in British Columbia by more than a quarter, and
this is a technique that could be applied to all women in the appropriate age
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and family groups in which the incidence of diabetcs is greatest. Other methods
for early detection of disease will certainly emierge. It is by promoting such
measures amongst the clinicians that the experts in preventive medicine will make
their next advances. Environmental hygiene still has work to do-notably in
controlling atmospheric pollution-and there is still epidemic disease to be
controlled, as the recent importation of smallpox to England has shown, and it
has been given added precision in diagnosis by virological and bacteriological
methods.
Finally, I want to say something very briefly about the relationship with
patients. The commonest cause of complaint about health services now is failure
to transmit information-much more often directed at hospitals than at general
practitioners. Patients today know much more of medicine than patients of
twenty years ago, despite the parodox that there is now so much more to know.
They do not place simple faith in the experience and clinical judgenment of the
doctor alone, any more than he does himself. They know that -pathology is
detectable and assessable, often in quitc precise terms, and they feet that they
are entitled to be told more precisely what is wrong with them and what is to
be done. On the other hand, the elaboration of specialism and the increase in
the number of people dealing with each patient makes the task of explanation
more complex and less clearly the duty of one of them. It is perhaps this
responsibility which particularly lies upon the doctor who has nominal charge
of the patient in hospital. It is an exercise in communication which we need
to perfect and to practise regularly within the limit of the understanding of the
particular patient and his relatives.
I am afraid that this discourse has gone on for a very long time. It was indeed
presumptuous to attempt to deal with this subject. The view of the future of
medical care that I have tried to put before you is that it must be provided
by a group rather than an individual. The tempo of scientific progress will not
diminish and the difficulty of keeping abreast will grow. We must preserve time
for all doctors to continue graduate study, and make the means for it more
accessible. Specialisation in hospital techniques will continue and go further,
so that although the nominal charge of the patient will remain with one consultant
in hospital, he will be seen only as the centre of a group and his work will be
related also to that of the personal physician who has had the care of the patient
before he entered hospital and who will care for him on his discharge. Continuity
of medical care will be the distinguishing feature of general practice and close
and two-way conmmunication between specialist and group practice, to my mind,
is the only method that will preserve general practice. We must somehow
contrive, on the one hand, to keep up with the progress of medical science and
see that it is available to all, and on the other, retain the human relationships
between doctor and patient which have been characteristic of British general
practice. Doctors must see their contribution to society as part of a larger
pattern of social service, not as an esoteric mystery in which no others have a
part. The greatest problem before us is to retain the humanity of medicine in
a world of science.
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